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300.1210c)
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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at ieast annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care '

a) Comprehensive Resident Care Plan. A
facility, with the participation of the resident and
the resident's guardian or representative, as
applicable, must develop and implement a
comprehensive care plan for each resident that
includes measurable objectives and timetables to AttachmentA

meet the resident's medical, nursing, and mental ‘stement of Licensure Violations
and psychosocial needs that are identified inthe |
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resident's comprehensive assessment, which
aliow the resident to attain or maintain the highest
practicable level of independent functioning, and
provide for discharge planning to the least
restrictive setting based on the resident's care
needs. The assessment shall be developed with
the active participation of the resident and the
resident’s guardian or representative, as
applicable. (Section 3-202.2a of the Act)

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

c) Each direct care-giving staff shall review
and be knowledgeable about his or her residents’
respective resident care plan.

d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken
toassure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These Regulations are not met as evidenced by:

Based on interview and record review the facility
failed to ensure fall prevention interventions were
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implemented for a resident at risk for falls for 1 of
28 residents (R59) reviewed for safety and
supervision in the sample of 28. This failure
resulted in R59 falling and sustaining a fracture of
her femur that required surgical repair.

The findings include:

R69's Minimum Data Set Assessment dated
2/7/22 shows that her cognition is impaired and
requires extensive assistance of two persons for
tollet use.

R69's Fall Risk Evaluation dated 2/4/22 shows
that she is at high risk for falls.

R59's Incident Report dated 3/13/22 at 8:50 AM
shows that she had an unwitnessed fall in the
bathroom.

R59's Incident Report dated 3/14/22 at 9:30 AM
shows, "Resident was assisted to toilet, CNA
(Certified Nursing Assistant) stepped out of room
for 1 min (minute), nurse heard w/c (wheelchair)
moved, observed pt. {patient) sitting on floor,
back resting on toilet, w/c on left side, legs
extended in front of her, continues with pain the
LLE (Left Lower Extremity). Denies hitting her
head, resident still needing care, was barefoot, no
pants or brief, CNA coming back to give
care......Nurse asked her if she tried to walk to
her bed she stated, "That's what I'm saying, help
me go to bed, please, ma’am."

On 5/17/22 at 2:12 PM, V13 (Licensed Practical
Nurse) stated that R59 fell and sustained a
fracture. Since R59 has returned to the facility,
she does not want to move and requires a
mechanical lift for transfers.
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